Objective-To examine how exercise testing on background medical treatment affects the ability of the test to predict prognostically important patterns of coronary anatomy in patients with a high clinical probability of coronary artery disease but who are well controlled on medication. Design-Prospective study. Setting-Regional cardiothoracic centre and referring district general hospital. Patients-84 patients with a history of typical angina or definite myocardial infarction and mild symptoms who had been placed on the waiting list for prognostic angiography.
Intervention-Maximal exercise electrocardiography and radionuclide ventriculography performed off and on medication, followed by angiography within three months. Main outcome measure-Prognostically important coronary artery disease for which early surgery might be recommended purely on prognostic grounds, irrespective of symptoms. Results-Coronary artery disease was present in 71/84 (85%) patients; in 28/84 (33%) patients this was prognostically important. When the result was strongly positive, the predictive accuracy for prognostically important disease was 0-46 off and 0-62 on medication for the exercise electrocardiogram and 0*71 off and 0-82 on medication for exercise radionuclide ventriculography. The likelihood ratio was 1.00 off and 1*36 on medication for exercise electrocardiography and 2'54 off and 10-5 on medication for exercise radionuclide ventriculography. In stepwise logistic regression, the test identified as the strongest predictor of prognostically important disease was exercise radionuclide ventriculography on medication for which the improvement XI was 28 (p <0.0001). With the regression model, the probability of important disease is 92% if exercise radionuclide ventriculography on medication is at least strongly positive, compared with 16% if the result is normal or just positive. Conclusion-In patients likely to have coronary disease, exercise testing should be performed without interruption of medication to optimise its ability to identify those with prognostically important disease, and to help to avoid unnecessary or premature angiography in those who are well controlled on medical treatment. (Br Heart3J 1994; 71:334-340) In patients with a high clinical probability of coronary artery disease, a negative or positive exercise test performed conventionally may not appreciably alter the odds of disease from those before the test,'-3 but if strongly positive despite medication, the test may increase the odds of disease and have prognostic significance. In such patients, the main role of exercise testing is to select for invasive coronary angiography those who, although adequately controlled by medication, may none the less benefit from having their coronary anatomy defined for potential bypass surgery on prognostic grounds. This prospective study was therefore undertaken in mildly symptomatic patients to see how performing the test on background medical treatment affects the ability of exercise electrocardiography and radionuclide ventriculography to predict prognostically important patterns of coronary anatomy.
Patients and methods

PATIENTS
The study population consisted of 84 consecutive unrevascularised patients with a history of classical angina or a previous definite myocardial infarction (n = 24) Exercise radionuclide ventriculography (a) Positive-Fall of > 1% in LVEF from rest to exercise plus an exercise LVEF <50%.
(b) Strongly positive-Fall of >5% in LVEF from rest to exercise plus an exercise LVEF <45%.
(c) Very strongly positive-Fall of >10% in LVEF from rest to exercise plus an exercise LVEF <45%. CORONARY 
ANGIOGRAPHY
This was performed in multiple projections with the Judkin's method within three months after the first exercise tests. Angiograms were interpreted by the patients' consultant without knowledge of the paired exercise test results.
Significant coronary artery disease was defined visually as > 50% stenosis in luminal diameter in at least one major epicardial artery. A stenosis was considered to be proximal if located in the left anterior descending artery (LAD) before the first septal or diagonal branch; the left circumflex artery before the first marginal branch; or the proximal third of the right coronary artery.
Prognostically important coronary artery disease-the study endpoint-was defined as disease for which early bypass surgery might be considered purely on prognostic To determine which test was most predictive' of prognostically important coronary artery disease, logistic regression analysis (SPSS/PC + version 4 0) was also performed. Exercise testing without internrption of medication for refining selection for prognostic coronary angiography In such a population, various strategies are available. The most conservative is to offer invasive coronary angiography only if and when symptoms become troublesome; such an expectant policy is less than satisfactory in as much as it is based only on the subjective assessment of symptoms. The aggressive approach is to catheterise everyone who may potentially benefit from revascularisation on prognostic grounds. Although this approach might be ideal were angiographic data to be complemented by functional testing for full prognostic assessment, it has considerable resource implications for any constrained health service. Between these two extreme policies is the strategy of selecting for timely angiography those patients with a prognostically bad exercise test.
LIMITATIONS OF PREVIOUS STUDIES
This prospective study differs from previous work in several respects. Specifically targeting patients who were mildly symptomatic yet had a high likelihood of coronary artery disease, it assessed the impact of background medication on the value of exercise tests in a population who were already referred for coronary angiography. 
